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Abstract
The growing gap between demands and resources is
putting immense pressure on all government spending
in Sweden. The gap is especially apparent in care and
services for elderly people in light of the rapid aging of
the population. The article considers the decisions and
priorities concerning resource allocation in the welfare
sector in general and in elderly care in particular. The
aim is to describe the political and administrative
setting and to provide a conceptual structure that
outlines the nature of the problem. Various levels of
decision making are identified and discussed in the
context of political accountability. Current transitions
in elderly care are described with respect to service
provision, marketisation, coverage rates, and eligibility
standards. Basic principles of distribution are
highlighted in order to clarify some central concepts of
eYciency and justice, and a number of strategies for
actual prioritising are identified. The article concludes
with an endorsement of more conscious decisions in
resource allocation. Existing knowledge and
information concerning the eVects of various strategies
must be utilised, and the values and assumptions used
for setting priorities must be made explicit.
(Journal of Medical Ethics 2000;26:312–318)
Keywords: Resource allocation; elderly people; ageing
populations; care of the elderly; welfare; priority setting

Introduction
In the dictionary, the definition of prioritise is to
rank in a sequential order or to give precedence.
Priorities are about making choices when the
perceived need or demand exceeds available assets.
In this sense the concept is closely related to the
very core of economics or politics. A classical defi-
nition of economics is that it deals with the allocation
of limited resources with alternative uses. An
equally well-known definition of politics is that it is
about “who gets what and under what
circumstances”.1 According to these definitions,
issues of allocation or making priorities in the pub-
lic sector belong equally to economics and politics.
However, neither economic theory nor political sci-
ence provide suYcient tools for any descriptive or
normative analysis of how priorities are or ought to
be made. To understand allocative principles, we
must also include the basic values at hand and how
they are shaped through political and economic
reality.

This article raises issues concerning resource
allocation and priorities with relevance for elderly

care in Sweden. We begin with the fact that this
area—in the crossfire between a growing number of
elderly people and decreasing resources—is facing
substantial challenges. Today we see, however, very
few conscious strategies or systematic approaches
for dealing with these challenges. One reason for
this is that political accountability is diVuse,
another reason is that vital concepts of distributive
justice are blurred in the everyday political debate.

Our aim is to provide a conceptual structure that
outlines the nature of the problem. The main focus
is on the situation in Sweden, but the problems dis-
cussed are of a general nature and are relevant to
most other welfare states. We will briefly describe
the Swedish system of care, pinpoint the strategic
levels of decision making and analyse the various
preconditions for setting priorities.

The Swedish welfare state
The Swedish welfare system has long served as an
archetype of the modern welfare state: bearing the
traits of universality, high taxation, and social secu-
rity programmes which reach a large proportion of
the population. It has also been associated with a
continual expansion. With the beginning of the
1990s, economic recession, increased unemploy-
ment and a rapidly growing national deficit have
jointly swept away the financial base for further
expansion. Instead, national and local authorities
have had to make cutbacks in many areas. The wel-
fare sector, representing a major part of public
spending in Sweden, has been an obvious target.

The onset of the financial problems coincided
with a debate that questioned the legitimacy and
rationality of the welfare state. The critique focused
on an alleged lack of eYciency and unintended side
eVects of welfare policy in general and certain pro-
grammes in particular.2 3 Public support for a com-
prehensive welfare system decreased during the
1980s.4 It was widely argued that private entrepre-
neurs and an increased utilisation of market
mechanisms could oVer an alternative to the
traditional Swedish model.

The eVorts to bring down the national deficit
have been rather successful in monetary terms.
However, the welfare cutbacks have resulted in
lowered compensation levels, less generous eligibil-
ity standards and decreased quality of care. The
reactions to this have primarily been negative.
Media exposure of people suVering from the
changes, protests from trade unions, and public
expressions of dissatisfaction have followed the
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rationing measures. As a consequence, public opin-
ion has turned back in favour of a strong
tax-financed welfare sector. Figure 1 depicts the
dramatic changes in public opinion over the past
ten years. Until 1988 public opinion was fairly
stable and polarised, with as many people in favour
of preserving the public sector as there were people
in favour of reduction. In 1990 the support for a
decrease was three times higher than the support
for preservation. From then on, there has been a
steady trend toward increased support for the pub-
lic sector. In 1996 the percentage in favour of a
diminished public sector was lower than ever
before. This development coincided with a likewise
dramatic drop in support for private provision of
care and other, traditionally publicly organised,
services.5

One of the reasons behind the increased support,
suggested by Svallfors6 is that the middle class, as a
result of the crisis, has become aware of its
economic vulnerability. When facing the risk of
unemployment or personal financial responsibility
for diVerent welfare services, people are likely to
support a strong welfare sector. Another explana-
tion, suggested by Möller,7 is that there is a
tendency for any status quo to harden into a right,
ie, what was once a generous social benefit becomes
perceived as an entitlement.

There is, however, a diVerence between public
and elite discourse. Attitudes are hardly mediated
directly from “the masses” to opinion or actions of
the leading elite.8 In Sweden, the political and eco-
nomic elite displays a somewhat more negative atti-
tude towards the public sector. In the last few years,
however, there has been a visible trend towards
increased support even among the elite,6 which is
not surprising, considering the dramatic changes in
public attitude and the political need for popular
support.

The system for providing care services for
elderly people
Two major state laws guide the provision of care in
Sweden. The Health and Medical Services Act of
1983 maintains that medical care shall be available
to all members of society, regardless of income, age

or residence. The Social Services Act of 1982
grants individuals of all ages assistance with
livelihood and other aspects of living if their needs
cannot be provided for in any other way. These laws
are of a framework nature; they include some
elements of detailed regulation but allow for local
autonomy in decision making.9 10

The Swedish welfare sector has enjoyed continu-
ous expansion during most of the postwar period.
The system has developed a wide spectrum of serv-
ices; social services include child day care, home
help for elderly and disabled persons, and general
social services for individuals and families. Medical
services include primary and hospital care as well as
subsidised prescription drugs and technology. Most
services are either free or heavily subsidised; the
system is financed through a combination of direct
taxation and employer fees. The role of private and
volunteer services has, in comparison with other
countries, been minimal. While there is a strong
feeling among the general public that it is ultimately
the state’s responsibility to care for old people, there
is still a substantial amount of informal care
provided by family members, friends, and neigh-
bours. The extent of this care is diYcult to assess,
but it is obvious that it forms the bulk of all care
given.11

In general, the county councils of Sweden are
responsible for medical care, while the municipali-
ties are responsible for social services. However,
when considering the needs of elderly people, the
division between medical care and social services is
ambiguous. The Elderly Reform Bill of 1992 trans-
ferred the responsibility for long term care, includ-
ing nursing homes, to the municipalities and
opened up the possibility of municipalities provid-
ing primary care and home medical care for elderly
people. Therefore, it is diYcult to separate medical
care and social services for elderly people. In Swe-
den the two sectors are inextricably intertwined.

Transitions
Sweden leads the world’s nations in the proportion
of persons over the age of 65. Although it is specu-
lated that Japan will surpass Sweden in coming
years, Sweden will continue to lead for many
decades in the proportion of persons over the age of
85, that is, the sector of the population with the
greatest needs.12 For this reason, the transitions that
Sweden is currently experiencing may well fore-
shadow future developments in other countries.

While Sweden’s welfare policy is characterised by
the concept of universality, there has always been an
acceptance of needs assessment for many social
services. The Social Services Act implies means
testing for eligibility with the statement “grants
assistance if needs cannot be provided for in any
other way”. This statement gives the municipalities
much leeway for interpretation. And Swedish
municipalities are making use of this leeway: the
thresholds in both needs assessments and means
testing are being raised. An individual must have
greater need and less means to qualify. There are
extreme diVerences between the municipalities
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when it comes to coverage rates, eligibility criteria
and fees for services, as well as quality of service.13

One pattern seen in most municipalities is the
tendency to concentrate resources on people with
the most extreme needs. For example, in the seven-
ties it was common to provide elderly people with
household services such as shopping and cleaning,
even if they had no severe disabilities. The fact that
these tasks were diYcult for an individual was
enough to warrant the services. There was also a
social aspect to eligibility, sending a home helper to
an old person was a way to prevent social isolation.
Eligibility criteria today are much stricter. Most
home help recipients today are quite disabled; they
need extensive help with personal care as well as
household tasks. Municipalities are also increasing
their fees for services, in another attempt to
decrease demand.

This trend is concurrent with the trend to
de-institutionalise long term care. In fact, the term
“institution” has been replaced with the term “spe-
cial housing”. In an eVort to decrease costs, the eli-
gibility criteria for special housing beds have
increased; nearly all people now entering long term
special housing are demented. This puts even more
pressure on the services which provide care in the
home, as the community-based population of
elderly persons now includes very disabled persons
who would have been in institutions a decade ago.
Thus the characteristics of the community-based
elderly population and the institutionalised popula-

tion have shifted: both groups now have a greater
proportion of people with physical and cognitive
disabilities.

Figure 214 illustrates the decrease in the pro-
portion of elderly persons receiving either home
help or special housing (including hospitals). Con-
versely, there is an increase in the proportion of
persons receiving no services at all.

Another trend is the movement towards the pri-
vatisation of care services. Whereas municipalities
previously financed and provided most services,
they have begun to contract out some services,
including nursing homes, to private firms. The
services continue to be financed by the municipali-
ties, and the municipalities continue to be respon-
sible for the quality of services, but private firms
manage the actual provision. Today, around nine
per cent of long term care and about three per cent
of home help services are provided by private
firms.15

Although it is not possible to predict the exact
number of dependent elderly persons in the future,
all available data points to a substantial increase in
the number of the oldest old, and with that, a sub-
stantial increase in the care needs of this sector of
the population. The combination of an economic
decline and an aging population constitutes a
dilemma that is shared by most industrialised
countries today. A growing disparity between needs
and resources puts immense pressure on govern-
ment spending and highlights the need for
allocative strategies. “Priorities” is very much the
word of the day, however, neither national nor local
politicians have articulated ideas of how—by what
strategies or principles—these priorities should be
made in practice.

The formation of policy: structure of
influence and levels of decision making
The need to set priorities is by no means a new
phenomenon or an isolated consequence of finan-
cial constraints. In reality, priorities have always
been set at diVerent levels in allocative decision
making. In practice, however, allocation and
general policy making rarely correspond to any
clear cut set of priorities. The political processes are
shaped through a complex pattern of manifest
ambitions, tactical considerations, compromise and
political horse-trading. Empirical findings show
that although most decision makers have direct
personal experience of rationing measures and
acknowledge the need for well-judged priorities,
very few are fully aware of how or on what grounds
they actually make their decisions.16

The structure of formal political influence in
Swedish social services organisations and health
care allows a number of decision makers on diVer-
ent levels to exercise control over the distribution of
resources. A distinctive feature of Sweden, and
other Scandinavian countries, is that local govern-
ment activities represent a significantly higher share
of public consumption than in other industrialised
countries.17 A consequence of this is that the local
sector in Sweden is a more central arena for welfare
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provision and that decisions on the local level are
substantially more influential. National govern-
ment has, however, a considerable influence
through legislation and state subsidies to the
municipalities. The impact of the legislative action
is a function of how detailed and directed the laws
are in their construction. A very detailed legislation
leaves less scope for decisions on subordinate levels,
while framework laws give local government and
professionals more command of resources and
interpretation of policy.

Who then are the actors involved in the allocative
processes? For elderly care, the overall distribution
of resources rarely corresponds to a single decision
or an identifiable political responsibility. Elected
bodies at national, county, and municipal levels all
exercise power and jointly set the standards for
care. Furthermore, executives, administrators and
care-giving professionals have scope to act within
the framework set by the politicians. To simplify
matters, it is easier to speak of levels of decision
making than to try to identify all relevant actors.

In previous discourse on allocation, a distinction
between first- and second-order decisions has been
suggested.1 18 First-order decisions represent politi-
cal decision making concerning the total quantity of
resources distributed to various sectors. Second-
order decisions refer to decisions regarding the
allocation of given resources among potential users.
Expanding a structure like that to the actual politi-
cal and administrative setting of Sweden, four levels
of decision making may—roughly—be identified:

1. National political decisions through legislation
and state subsidies;

2. Allocation between diVerent sectors at the
municipal level (for example: between social
services and other municipal sectors);

3. Decisions/priorities regarding diVerent activities
within a sector (for example, between elderly
care and other social service sectors);

4. Decisions/priorities regarding individual users
within a specific activity.

In real life there are no clear cut dividing lines
between the diVerent levels. Decisions higher up
may have substantial consequences for priorities on
subordinate levels. The practice carried out on the
last level may call for action at national level.

In fact, national government decisions often
explicitly aim to change the division of responsibil-
ity. A recent example of this is the previously men-
tioned Elderly Reform Bill of 1992 that delegated
more responsibility for elderly care from the county
councils to the municipalities.

Consequently, the extent of influence or respon-
sibility is by no means fixed, but rather an object for
political change in itself. The actual content and
relative weight of the diVerent levels is in many
respects a function of political will. In Sweden, it is
diYcult to pinpoint where the ultimate responsibil-
ity for elderly care is located. The national govern-
ment is formally accountable for all societal condi-
tions, including health and welfare provided by

county councils and municipalities. However, the
local authorities make most of the actual decisions
on levels 2, 3 and 4. In situations where local opin-
ion finds the care provided to be unsatisfactory, or
when there are reports of maltreatment, the locus of
perceived responsibility seems to be a function of
the occurrence or frequency of the problem. The
less common the reports of undesirable conditions
are, the more the focus is directed towards the local
authorities and the more widespread the problems
seem to be, generally speaking, the more the atten-
tion is directed towards national government. The
same mechanisms are also present within the local
settings. Isolated incidents of maltreatment may
often be attributed to shortcomings of the care-
giving staV or care-giving units, while more exten-
sive problems call for action from the municipal
and county councils. On the whole, however,
accountability is very diVuse—making it easy for
politicians to deflect responsibility away from
themselves when convenient.

Principles of distribution
So, what are the principles, mechanisms or
assumptions being employed as the Swedish
welfare state puts the brakes on expansion? In the
initial stages of the financial constraints, political
first-order decisions have emphasised eYciency
aspects. The idea of increasing eYciency has an
obvious attraction since, at least rhetorically, it
oVers an alternative to the arduous and controver-
sial task of rationing. Striving for eYciency and giv-
ing eYcient activities priority over ineVective ones
are natural first steps. Making cutbacks in resources
in sectors with dubious eYciency may serve two
purposes. Firstly, it may be an incentive to improve
overall eYciency and to refine organisational solu-
tions. The general supposition is then that the same
level of care can be achieved with fewer resources.
This reflects the concept of raised productivity.
Secondly, decisions about cutbacks may rest on an
assumption that the resources on the margin of a
programme might be reduced without any harm to
what is considered its central task or “core”
function. Conversely, any addition of resources
should primarily be put where they produce the
greatest increment of welfare.

Reference to eYciency is, at the moment in Swe-
den, a standard component of political language
and explicit political motives in any discussion con-
cerning the “hows” and “whys” of resource alloca-
tion. A fundamental, but rarely acknowledged,
problem in this context is that most decision mak-
ers have a very vague idea of what constitutes true
eYciency, quality or marginal utility in care or wel-
fare provision.

A concept or value that most actors are prepared
to embrace—at least in its most common and
unspecific form—is justice. Justice concerning the
allocation of goods and burdens is often referred to
as distributive justice.19 The more articulated prin-
ciples of distributive justice, sometimes called
material principles of distribution,20 explicitly tell us
what circumstances should be regarded as relevant
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and when exceptions from an equal distribution
may be legitimate. Three material principles of dis-
tribution embody most notions of just distribution
in welfare provision:

+ the principle of need
+ the principle of merit
+ the principle of contribution or just possession

In various ways, all these principles have made their
mark in current discussions of the allocative
strategies for welfare in Sweden. To some extent,
the principle of need has been the most central.
This principle incorporates the idea that resources
should be allocated on the basis of need and,
consequently, that extensive or more severe needs
should serve as grounds for high priority. The con-
cept of need is central in many of the more
comprehensive and general theories concerning
justice.20 21 In prioritising, the principle of need is
used when emphasising the conditions for vulner-
able groups. Decision makers diVer, for ideological
reasons, in how much this is stressed and in what
groups are identified as having the most severe
needs. Need, far from being an unambiguous con-
cept, is in many respects apt to create disagreement
among diVerent actors.23 24 Notions of need materi-
alise in any decision about which needs are to be
met and to what level services should be provided.
In many areas demand serves as a proxy for need.

A somewhat disparate principle of distribution is
the principle of merit. Merit implies that resources,
at least to some extent, should be allocated in order
to reward achievement or morally desirable behav-
iour. This principle has an instrumental as well as a
moral side. The former is related to the concept of
incentives: if eligibility for welfare services requires
certain achievements or modes of behaviour,
individuals are expected to act in certain ways in
order to qualify. The moral side—which is the most
significant here—is linked to the concept of desert.
With this, the idea is to reward individual sacrifice
and eVort without any regard to incentive eVects. In
general, this is more often applied to cohorts than
to individuals.26 It is a central notion in arguments
in favour of maintaining the welfare of elderly peo-
ple, for example, “those who have built up our wel-
fare society have the right to enjoy the outcome of
it”.

The most market-oriented principle is the
principle of contribution or just possession—a line
of thought that is central in most of the currently
influential conservative theories of justice, for
example, those of Nozick.27 According to this prin-
ciple, welfare services should be distributed in rela-
tion to how much the citizens have contributed to
their financing. Private insurance schemes (instead
of universal tax-based systems) and the use of fees
for services are examples of this principle. Public
responsibility for care or income maintenance
should be kept at a minimum and the individual
should pay for all “extras”. In recent years, the use
of fees has increased in services for elderly and
disabled people in Sweden.28 29

The basic values or principles determining
allocation are diYcult to identify with empirical
research. A recent Swedish study of decision mak-
ers suggests that various interpretations of need
seem to precede inclinations to prioritise elderly
care ahead of other social services sectors.15 Percep-
tions of merit, ie, that elderly people collectively
deserve good care because of their past contribu-
tions to society, were quite common but had no
influence on the tendencies to prioritise the elderly
care sector.

Structures of selection and strategies of
execution
If considerations of eYciency and principles of jus-
tice correspond to the question of “why?” in priori-
tising, the issue of “how?” implies somewhat
dissimilar elements. Basically two factors are
central to understanding the nature of how
priorities are carried out: structures of selection and
strategies of execution. Structures of selection refer
to how diVerent targets (programmes etc) are iden-
tified and how they are ordered sequentially in
allocative considerations. Assessments concerning
welfare allocation are, however, rarely made explicit
in a sense that allows insight into actual rankings.
Political processes are, furthermore, by nature
complex and thus hard to capture within general
structures. On a theoretical level, however, it is pos-
sible to imagine four basic forms of structures of
selection:

Positive priorities: to identify sectors, services or
recipient groups that should be given precedence;
Negative priorities: to identify sectors, services or
recipient groups with the lowest degree of urgency;
Full range priorities: to establish a full rank in
sequential order—from highest to lowest priority—
between sectors, services or recipient groups;
Positive—negative priorities: a combination of alter-
natives 1 and 2, where areas of high and low prior-
ity are identified, but no full rank order is
established.

Of these forms, full-range priorities are the least
common in actual decision making. The more
thorough an order of priority is, the greater the
expectations of explicit motives and a reliable
knowledge concerning the areas aVected. Attempts
to establish full ranks in sequential order are there-
fore rare.

Positive priorities, on the other hand, are
probably the most common and most frequently
found in political rhetoric as well as in actual
allocative decisions. At this time, elderly care is
undoubtedly the one area in the welfare sector that
most actors, politicians and the public16 want to give
the highest priority. This has mainly been mani-
fested as opinions, although a number of political
promises to increase the resources for elderly care
have been made recently at national and local
levels.

Negative priorities or positive-negative priorities
do occur, but are less likely to be publicised by

316 Priorities in care and services for elderly people: a path without guidelines?

www.jmedethics.com

 on M
ay 22, 2023 by guest. P

rotected by copyright.
http://jm

e.bm
j.com

/
J M

ed E
thics: first published as 10.1136/jm

e.26.5.312 on 1 O
ctober 2000. D

ow
nloaded from

 

http://jme.bmj.com/


decision makers. Most decision makers, for strate-
gic reasons, are unwilling to be specific when it
comes to the objects of rationing. As mentioned
above, there is a tendency for any status quo to
harden into absolute rights (as far as the recipients
are concerned) which makes cutbacks in welfare
unpopular. Politicians want to be re-elected and
take great care not to express motives that “deny”
the needs of certain groups. Elderly care in general is
not an object of negative priorities, however, there
are diVering opinions concerning which services or
programmes within the sector should be cut back or
replaced by private or informal resources.

“Strategies of execution” refers to how priorities
are managed in practice. There are a number of
diVerent responses to economic cutbacks. Some of
these may be characterised as eVorts to avoid the
unpleasant task of making priorities—increasing
public income or overall eYciency are the most
obvious solutions. The scope for handling the cur-
rent economic problems in Swedish welfare with
such measures is, however, restricted. Cutbacks
seem to be inevitable and there are basically two
ways to tackle the situation:

+ to maintain a constant supply of services but
decrease or radically alter the quality of services
provided; or

+ to discontinue or reduce certain services.

Both of these strategies imply allocative cutbacks
and—in general—deteriorated conditions for spe-
cific recipient groups. They are rarely explicitly
acknowledged or articulated openly in the political
process. The former strategy has, during the 1990s,
been a course of action widely practised in order to
reduce resources in child day-care, where the costs
have decreased but the coverage rates remained the
same. Bergmark28 refers to this process as dilution.
An assumption here is that resources on the margin
of a programme might be reduced without any
harm to what is considered to be the central task or
core function.

In elderly care, it is primarily the latter of the
strategies above—discontinuation or reduction of
certain services—that has been exercised. This is
referred to as focusing.28 As was demonstrated in
figure 2, younger and comparatively healthier pen-
sioners are receiving less help, less money is spent
on home help services, and increased resources are
transferred to institutional care. What we see are
processes where eligibility for the least needy is
decreased, while others may receive consistent or
even improved services.

Conclusions
The fact that the Swedish population is aging is one
measure of the success of Swedish social policy over
the past half century: more individuals than ever
before have been able to live well past retirement.
The vast majority of pensioners are healthy and
independent, with little or no need of social and
medical services. However, the need for services
does increase with age, and especially in the highest

age groups there is a substantial increase in needs.
As the proportion of old people in the population
increases, the needs for services will necessarily
increase. Unless there is a corresponding expansion
of resources, which seems unlikely, steps will have
to be taken to make better use of existing resources
and to set priorities for allocating resources.

Simultaneous with this growing gap between
care needs and resources, the social and political
environment in Sweden is becoming increasingly
complex and diverse. The decentralisation, as
emphasised in the Elderly Reform Bill of 1992, and
the introduction of alternative providers (private,
informal, and volunteer) are examples of this diver-
sity.

There are few guidelines for introducing eY-
ciency measures or for setting priorities. We really
know very little about the consequences of various
methods of distributing care resources in regards to
the quality of care services, the formation of social
inequalities, and the preservation of democracy.
Priority committees within the medical services
around the world have only succeeded in agreeing
on some activities that should receive low priority in
tax-supported medical systems, activities that are
marginal at best in the larger economic perspective.
A national framework for prioritisation in the
medical sector in Sweden was suggested by a
parliamentary commission in 1995. This frame-
work has, however, no legal status and does not
include social services for the elderly.29

The Health and Medical Services Act and the
Social Services Act establish the goal of providing
security for all members of society. Swedish consti-
tutional law upholds the Swedish commitment to
democracy. Therefore, this basic legislation gives us
a general idea of where we want to go, but it does
not provide the guidelines necessary for the
concrete decisions that are being made concerning
the distribution of resources.

To provide security, and to preserve the demo-
cratic process, we have to make conscious deci-
sions, not impulsive reactions to crises. We must
also understand the assumptions underlying the
decisions. Existing knowledge and information
concerning the eVects of various strategies must be
utilised. More knowledge must be accrued through
systematic documentation and evaluation in order
to develop more eVective and eYcient
strategies—at all decision making levels. In other
words, we should be continually asking ourselves,
who is making what decisions and why?
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